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they can only access a locum GP on an intermittent basis, and can only intermittently access labwork. Often, 
labs are just not done because of this, or significantly delayed.  

 As another note, dupilumab itself has potential side effects which can be challenging to manage in 
underserviced areas. An example of this is ocular complications and facial dermatitis to the point of requiring 
discontinuation. We need safe options to try in case of this failure. Given this, we need another option such as 
Tralokinumab in our arsenal. 

If traditional systemic immunosuppressant safety issues arise acutely, the responsibility falls on the 
already overburdened dermatologist as the MRP (Most Responsible Physician) as primary prescriber, to 
manage/bridge care and monitor for potential complications of these drugs - which are not uncommon – 
when complications happen, patients will contact me directly. In an underserviced area, not all patients can 
access labs or their Nurse Practitioner/GP on time, and all of these issues are further compounded by being in a 
pandemic. To be frank, if your committee is deciding on this being in a well serviced urban area, you clearly do 
not understand the challenges that underserviced physicians and non-urban centers face across Canada, and 
need to expand your consultation to those on such front lines. As specialists and health care practitioners, we 
need safer options to help not just our patients but our own practices so that we don’t continue to burn 
out and leave underserviced areas.  

With already established barriers identified, those that face significant health determinant burdens and 
access health care access issues may face even more difficulties in obtaining proper dermatologic care. In a 
Canadian context, limited published existing literature, health care practitioner experiences, and media (as 
referenced below), all point to concerns involving atopic dermatitis (eczema) and skin and soft tissue infections 
(often secondary to AD) in remote Indigenous communities, with a poorly documented “crisis” seen. Canadian 
literature suggests that one year prevalence of AD on reserve may be up to 16.5% (Forsey, 2014), although 
more information is needed. To further compound this, those with AD are also at increased baseline risk of 
developing secondary skin infections (eg. bacterial) when the disease is poorly controlled (Bieber, 2010; 
Weidinger et al., 2018). To avoid these complications, we need to treat the fundamental issue – which is the 
AD itself. A survey of remote health care practitioners in remote Saskatchewan Indigenous communities done 
by Asiniwasis et al. (2020) showed that the most commonly encountered dermatologic conditions include 
atopic dermatitis (eczema) as #1, followed by impetigo (MRSA/non-MRSA)/skin infections. Barriers 
reported by survey participants include cost, transportation, long wait times, travel barriers, level of 
comprehension with skin instructions/reading instructions, supply and access, proximity, access to healthy 
water sources, and cultural barriers. In the Canadian First Nations Regional Health Survey (2012) of the 
National Report on Youth and Children Living in First Nations Communities, AD was among the top three 
commonly reported chronic health conditions. AD was also identified as the most common reason for 
accessing care among majority of the youth, children and caregivers, despite noted barriers. Several barriers to 
accessing care were reported included concepts of: “waiting list is too long”, “felt health care provided was 
inadequate”, “doctor or nurse not available in my area”, and “service was not available in my area” 
(First Nation Health Survey, 2010/2012). It is important to note that AD is a chronic disease, often persisting 
into adulthood. 

In my opinion, it is unsafe and an insufficient use of the healthcare system for patients in underserviced 
areas who experience poor health care access to be prescribed systemic immunosuppressants such as 
Methotrexate or Cyclosporine if we do not have the resources to follow them properly and manage their 
complications. It’s not just patients that need safer alternatives, it’s also the limited availability of specialists 
under pressure. We face medicolegal concerns on this as well if we can’t properly manage our patients or if an 
adverse event or outcome happens while they are on these meds. For whatever it means, here in Saskatchewan, 
we do not receive any subsidized overhead support, nursing, or call stipends. We are fully responsible for our 
own overhead costs, which run high, and staff training and especially during a pandemic. I can tell you that 
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LEO Pharma ☐ ☐ ☒ ☐ 

 

 

  




